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F 000 INITIAL COMMENTS F 000

 An abbreviated survey for KY#17164 was 

conducted on 09/29/11 and found the allegation 

to be Unsubstantiated with no regulatory 

violations in regard to this allegation.

 During the course of the survey, deficient 

practice was determined to exist in care and 

services (F309) for another sampled resident not 

included in KY#17164. However, the facility is 

presently out of compliance in this area and does 

not alleged compliance until 10/05/11. Therefore, 

a statement of deficiences will not be issued for 

the non-compliance.
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